changes to the degree of septal rotation. In addition, this is the first to examine the effect of differing types of septal release on the degree of rotation. The septum bends at a hinge point that is the bony cartilaginous junction, and the ULCs are fixed. As one moves farther caudally on the septum and farther cranially on the ULC, tension increases and pulls the septum toward the fixed point laterally and cranially. We have shown that the bending of the septum increases with increased septal release, which decreases septal attachments and increases the potential for mobility. In this study, each procedure was performed sequentially to the cadavers from least to most deforming. While it is possible that microfracture or cartilage memory contributed to further deformation with each maneuver, we think this unlikely.
Revisiting the Labial-Buccal Sulcus Flap for Septal Perforation Closure: Review at a Single Institution
The main technique for repair of septal perforations at our institution is an uncommon one. It relies on mobilization of a pedicled mucosal flap from the oral cavity. 1, 2 This labialbuccal sulcus (LBS) technique is mentioned rarely in the septal perforation literature and usually to caution against its use. Unacceptable nasal dryness and "considerable donor site morbidity," including oronasal fistula and the risk for complete flap loss, have been attributed to the technique. [3] [4] [5] To our knowledge, the English surgical literature contains only a single case series describing the experience of 7 patients with the technique. 6 Discordance between the review literature and our subjectively favorable experience with this technique prompted a review. We approached our data collection with the existent body of literature on septal perforation surgery in mind. This literature suggests that the size of perforation, use of interposition grafts, and coverage of both aspects of the flap with epithelium have bearing on success rates in perforation surgery. 3, 5 The literature also suggests that closure rates with local mucosal advancement flaps and interposition grafts generally range from 70% to 100%.
5,7
Methods | A retrospective medical record review was conducted. Thirty-seven patients undergoing repair of perforation with the LBS technique were identified. The University of Wisconsin institutional review board approved this study, and patient consent was not obtained as our institution does not require it for retrospective medical record reviews with adequate protections for patient anonymity.
Open or closed rhinoplasty approaches without alar incisions or endoscopic guidance were used to gain access to the mucoperichondrial leaflets. Leaflets were elevated bilaterally. Next, medially based, left-sided, oral mucosal flaps from the LBS were elevated in a supramuscular plane. A surgical fistula connecting the interleaflet space with the oral cavity at the nasal spine was then created (Figure) . The mucosal flap was rotated into the nose and the mucosal surface was approximated to the perforation margins of one of the leaflets (usually the left) with chromic suture. The contralateral (right) aspect of the perforation was spanned by the submucosa of the LBS flap. Interposition grafts were infrequently used. Incisions were closed in the usual manner. The mean follow-up was 11 months and 5.5 clinic visits.
Results | Procedure Characteristics. Complete closure was obtained in 28 of 37 patients (76%). Pertinent patient and perforation characteristics are compared between the surgical failure and surgical success groups in the Table. The rarity of complete flap loss, infrequent use of interposition grafts, and Complications. One patient, an active smoker, had complete flap loss. Oronasal fistula occurred in 9 of 37 (24%) and was invariably managed successfully with excision of the oral aspect of the fistula without closure of the nasal aspect of the fistula. Three of 37 patients (8%) had scar band in the sulcus along with their fistula. Scar excision was performed at the time of oronasal fistula repair and symptoms resolved. Residual nasal obstruction, nasal dryness or nasal crusting despite perforation closure, was not reported.
Discussion | To our knowledge, these data represent the largest published experience with a rare perforation closure technique. Further, this retrospective analysis contravenes assumptions in the review literature that the LBS technique risks total flap loss and recalcitrant nasal crusting and dryness. Complete closure rates in our cohort undergoing LBS procedure (76%) are comparable with closure rates with other published techniques. 5, 7 There were trends toward greater success rates with smaller perforations and in nonrevision settings. While oronasal fistula is a common complication of the LBS technique, it is easily managed. In summary, the LBS technique has competitive closure rates in patients with small and moderate perforations. Additional advantages include simplicity of instrumentation, speed, and lack of need for interposition grafts and bilateral epithelial coverage of the perforation.
Figure. Surgical Fistula Connecting the Interleaflet Space With the Oral Cavity at the Nasal Spine
The elevated labial-buccal sulcus flap is seen in this image draped over the incisors prior to translocation into the nose. 
COMMENT & RESPONSE Ethnic Considerations for Rhinoplasty in Facial Feminization
To the Editor The recent publication by Bellinga and colleagues 1 highlights a case series of feminization rhinoplasties to identify important factors to achieve superior long-term results and to improve patient satisfaction. This work contributes to a small but growing collection of research in facial feminization, which has become an area of interest in facial plastic surgery. The authors highlight the importance of sufficient long-term support and stability through manipulation of the osteocartilaginous skeleton of the nose and cartilage grafting as well as lip-lift and nasofrontal transition modification for improved aesthetic outcomes. The authors identify 3 objectives in planning a rhinoplasty in the context of facial feminization surgery, including feminization of the nose, creating harmony between the feminized nose and other modified facial structures, and achieving aesthetic results that transcend gender differences.
In the Invited Commentary for that article, Spiegel 2 notes that in facial feminization, it is important to create an unambiguously feminine form of the nose because the transgender woman must overcome a constellation of physical traits that send male gender cues. The female nose is described as having a straight narrow bridge, well-defined projecting tip, refined alae, and a nasolabial angle of approximately 95°to 100°. 3 However, as with most aesthetic ideals, these characteristics are the ideal for white women and may not result in a successful and racially congruent aesthetic result in all patients. Many studies have been published describing differences in the nasal aesthetics of different ethnicities; in their comprehensive review, Rohrich and Bolden 3 described the multiple anatomic variants of nasal aesthetics even within each ethnic group, which highlights the importance of ethnic rhinoplasty techniques. Facial feminization surgery can significantly enhance the quality of life and reduce the psychosocial sequelae faced by transgender women, who are often marginalized and discriminated against in health care and society. 4, 5 When planning for rhinoplasty in facial feminization, it is imperative that the surgeon does not rely solely on the aesthetic standards used for white rhinoplasty patients or classic rhinoplasty techniques in transgender women of other ethnicities. The surgeon should determine each individual patient's aesthetic goals during the preoperative consultation and develop a surgical plan that is informed by the patient's anatomy, ethnicity, and desires to achieve a result that is feminine, aesthetically pleasing, and harmonious in the context of the entire feminized face.
